where the tear is. Although in angiography you see good functional imaging, I would say the information is not as good as in a good CT scan.
to know is what about the timing of the angiography intervention? Because I think some of us might think that the primary surgery would correct a percentage of malperfusion syndromes and that therefore my proposal would be that the time for the investigation might be at the completion of the primary surgery rather than before the primary surgery. What would you say to that?
Dr Tsagakis: This is, of course, an important issue. We therefore try to reduce any delay in the angiographic procedure. The presence of the surgeon at the hybrid OR table is very important in order to manage the situation and to decide about the necessity or extent of angiography. In cases of endovascular repair, there is indeed a delay to surgery. In patients with just an evaluation of the coronary arteries and a simple angiography of the descending and abdominal aorta, time loss is about one hour.
Dr K. Imoto (Yokohama, Japan): I'd just like to ask about the coronary artery disease. You have many patients with coronary artery dissection with or without symptoms. So my question is, why don't you place a coronary stent at the catheterization? Because the myocardial infarction is established within almost 90 minutes after the coronary artery occlusion. We have experience with 6 patients who had coronary stent placement before operation with a successful result.
Dr Tsagakis: Regarding myocardial infarction, it does not only depend on the delay in the hybrid OR. Though the admission of the patients to the hybrid OR is very quick, a delay of 4 hours between diagnosis elsewhere and admission to the hybrid OR is a matter of fact. If we have a dissection of a coronary artery, myocardial damage has already taken place. Thus I don't think that additional angiography impairs prognosis. With regard to coronary stenting, I think that operative revascularization represents the best option for these patients. Due to coagulation disorders in many of these patients, a differentiated coagulation treatment is required intra-and postoperatively for bleeding. Thus, stenting of coronary arteries could induce thrombosis and occlusion.
Dr A. Haverich (Hannover, Germany): I want to come back to the remark of the chairman regarding the timing of angiography. I think your concept is unbelievably good and in 10 years from now probably all the aortic dissections will be done under those circumstances. I still believe that one should delay the angiography until after the aortic repair, because the control of the aortic dissection by putting a graft in will result in less perfusion or nonperfusion of the false lumen, which will correct by itself for a number of pathologies, including the coronary arteries. In your angiography group, you ended up with a revascularization rate that is much higher than in any published series and is probably not necessary. So again, it's a wonderful technique, but the timing of the angiography should probably be delayed until after the procedure, because also the risk of malperfusion in many of those cases has been controlled for by correcting the aortic pathology alone without the necessity of putting a stent more distally. The heart team approach to acute type A dissection: a new paradigm in the era of the integrated Penn classification and the Essen concept 
